PURPOSE
The purpose of this address is:
• To examine our knowledge and public attitudes regarding quality, safety, and minimization of medical error; • To encourage surgeon-led efforts in these activities as well as sensible cost control; • To explore the potential benefits of scientifically sound, risk-adjusted transparency as a boon to surgery as a profession; and • A serious caution regarding the Delilah of duty hours and the problems that they pose for our once and future patients.
Quality, safety, and minimization of error are seemingly the sides of an equilateral triangle. Transparency, as I hope to develop, may provide us with assistance in bringing our specialty to a higher level of leadership. The remote history of efforts with respect to increasing the safety of surgery of our patients is a critical one, and organizations such as this played a prominent role. All of you know of the lonely efforts of Codman, just after the turn of the century, who began to examine unanticipated deaths and promote higher standards. 4 Similarly, all of you know that the American College of Surgeons essentially created hospital accreditation and shepherded its early growth into the Joint Commission on Accreditation of Healthcare Organizations (JCAHO), which despite the periodic aggravation it poses for all of us today, continues to espouse quality practices. 5 I have already mentioned Dr. Graham's efforts in founding the American Board of Surgery. This was followed by a period in which, I believe, most surgeons thought we were doing quite well, performing at a consistently high level and meeting the essence of the social contract with our patients.
However, there began to appear worrisome reports of high death rates after some major but fairly standard operations, notably cardiac procedures and operations for colorectal cancer. This reminds me of a slide from the first paper that I ever presented publicly, which attributed all improvements in overall survival from the surgical management of cancer of the colon and rectum to increased operability, increased resectability, and sharply diminished postoperative death rates. 6 Public concerns regarding quality, safety, and medical error have become steadily more strident. There has been intense, quasipublic reexamination of medicine and surgery with respect to our professional and personal priorities.
The cost battles of the last 3 decades have wounded all concerned, both in fact and in the eyes of the public and our elected officials. Rampant profiteering at hospitals and with insurers or so-called health plans has led to annual bonuses for chief executive officers of hospital and health plans that equal the national debt of some small countries. Managed care, whether in general or through the specific health maintenance organization format, has not been helpful. The drastic discounting of professional payments has led literally to the crucifixion of surgical fees. For whatever reason, the rising costs have been, at least temporarily, blunted. I believe there is simply "no more juice in the lemon."
Be that as it may, my primary focus today is on medical quality, patient safety to avoid injury, and transparency. We all know the examples of industrial objectives, Japanese automakers, and even airlines, 7 although it seems that the latter are all bankrupt; there may be a lesson for us in that. The safety on an aircraft carrier's deck is an example of the advantages of horizontal over vertical leadership and group mindfulness, which is something that we may have been slow to accept. In any case, I would submit that quality care has been and must become more than ever "Job One." All of you know the worrisome allegations in the companion monographs To Err is Human: Building a Safer Health System 8 and Crossing the Quality Chasm: A New Health System for the 21st Century, 9 but how many times has each one of us shaken our heads and worried over the hospital being a dangerous place to be?
PUBLIC ATTITUDES
Is this a few of our media friends or is this a broadbased public attitude? In other words, who says this is a problem? Perhaps the best answer to that is a series of data, which arose from a carefully conducted study completed in November 2004 by the Kaiser Family Foundation, the Agency for Healthcare Research Quality, and the Harvard School of Public Health. 10 Public attitudes regarding the subjects of this talk-quality, safety, and medical error-are obviously important, in that we respect informed public opinion, but at the same time, none of this becomes an excuse to compromise our commitment on these issues.
For example, 61% of the public recognizes that medical error as such is media-driven, only 18% hear about such concerns from friends and family, and 15% have had a personal experience (Table 1) . Curiously, only one third of the public remembers seeing something about medical quality, but 81% had heard of or understood about medical error. Furthermore, those surveyed felt that a physician deserved a lot of the responsibility for medical error 72% of time ( Fig. 1 ). Further to a point of future reference, 88% felt that medical error should be reported; 52% of whom felt that it was likely to be individual error and 36% the result of a system fault. More clearly, 63% felt the reporting should be public ( Fig. 2 ). To focus more on the doctor issues in this survey, markers of medical quality are indicated in Table 2 ; those observations are deepened and strengthened by the opinions regarding the causes of medical error as shown in Table 3 . It seems that we have embedded the guilty physician 
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Annals of Surgery • Volume 242, Number 3, September 2005 in the mind of the public, even as some measures of that kind of behavior disappear. Perhaps most importantly, there has been a change in attitude about choice of surgeons across the past 8 years that is very meaningful and congruent with these comments. Figure 3 shows that quality parameters have become more important in selection of surgeons and perhaps other specialists and the dependence on families and friends less significant. As a control, note that these same factors, in terms of choice of a health insurer, show that doctor turnover on an insurer's preferred panel had a bigger (negative) effect on the desirability of a plan than did various accreditations and even more than cost within modest ranges.
These are my points of merit from this review, but you also should recognize that among overall determinants of quality health care, among these same interviewees, the only defined issues that were rated more significantly than a doctor's qualities and experience were access and affordability. Furthermore, for our hospitals, the negative effects of reports of medical error and postoperative deaths more than offset the recognized value of volume or accreditation, being a teaching hospital, or being best rated by local medical. A separate survey from the Association of American Medical Colleges somewhat self-servingly pointed out that the public and congressional staffers have respect for research from schools of medicine and teaching hospitals that far exceeds that of many other entities.
Some are prone to believe that the Internet is the solution to all of our problems, but this may add to your sense of dis-ease. Family and friends are still twice as likely as the Internet to help U.S. citizens in the selection of a doctor. However, interestingly, that gap is closing, especially on potential patients under the age of 50. These curious paradoxes persist in some sense. Seventy-six percent of the public believe that convenience of a hospital is more important than quality, although not surprisingly, 70% do not trust their employers' choice of health insurance.
Note that error avoidance systems, reporting of errors, and punitive action against physicians are clearly on the public's radar screen (Table 4 ). My review obviously crosses from "err" to "crossing," and I noted that both contain some claims that are dramatic, some vague concepts, and a huge emphasis on preventive medicine, especially with respect to chronic diseases. What bothers me most is that no one seems to recognize or admit that the 85,000 Americans having elective surgery every weekday are a general public health concern of great significance. We must push this more strongly as patient advocates. For the moment, however, surgical patients are being ignored in the pursuit of other much more broadly based illnesses.
CURRENT SURGICAL CARE IMPROVEMENT
I believe contemporary quality improvement in surgery can be traced to the Veterans Affairs' (VA) work with National Surgical Quality Improvement Program (NS-QIP) 11, 12 and the Society for Thoracic Surgeons' (STS) 13 work on leveling the playing field for cardiac surgery. Most of you know that NSQIP began out of an effort to salvage cardiac surgery at the VA hospitals across the country, and VA surgeons directly and constructively approached unacceptably high death rates for all specialties. The net effect of this industrious and imaginative procedure has been to sharply improve safety, quality, medical judgment decisions in patient selection, as well as general surgical practices in most VA hospitals. For a lifetime, the VA ballpoint pens have been clearcut exemplars of quality. NSQIP, and now the VA electronic medical records, are among the best that we have in those specific arenas. Many of you led and contributed to the STS work, but it has become a norm by which most cardiac surgeons want to measure their efforts and are then willingly compared with requisite objectivity. Since 1997, a surgeon-led quality improvement program with a focus on cost control has functioned effectively in Kentucky. The effort has been described in detail in the Annals of Surgery, 14 and our most recent efforts to assist the Center for Medicare & Medicaid Services (CMS) is described in a recent issue of the Bulletin of the American College of Surgeons. 15 Let me tell you briefly about how Quality Surgical Solutions (QSS) began and what it does. Presently, it consists of 63 surgical specialists, excluding only neurologic surgery and cardiac; the latter primarily because of its large involvement with bundled payments in our leading cardiac hospitals in Louisville. We have worked under 46 simple Current Procedural Terminology (CPT)-based protocols, with leadership and committees that are led by practicing surgeons in the state. Our original database of 16,000 patients provided a platform by which we were asked by CMS through our quality improvement organization in Kentucky, Healthcare Excel, to assist with the Surgical Care Improvement Project (SCIP), in which we focused in greater depth on 6 common but major operations with substantial opportunity to measure improved outcome: In addition to the collection of patients from QSS surgeons with a 7-year history of interest, participation, and refinement of quality and cost control standards, we then were joined by several hundred other surgeons working in 15 hospitals across the state with their full awareness that hospital data collection in their case was going to examine performance measures and outcomes. One may ask why performance measures instead of outcomes, and that is worthy of a brief recital. Outcomes, in terms of death, infection, or other overtly unfavorable results, are relatively infrequent and are often determined, not so much by quality of care as they are by the condition of the patient, the underlying and associated diseases, and the extent of required operation. We concurred with CMS that there were more numerous and valid performance measures, which were indeed honest surrogates for outcome, while we also continue to track traditional outcomes in an objective measurable sense in these patients. We believed that the 15 to 19 items, which we felt correlated with good performances, would provide a broader base for improved practices and permit more discerning judgments. Perhaps because of a lifetime of effort and a relatively small geographic area, we were able to get a large number of hospitals and surgical specialists to agree to participate in SCIP. The performance measures were addressed with a lot of hard work on the part of R. Neal Garrison and I, and Dr. John Lewis with Healthcare Excel, by prolonged evening conference calls with 2 to 5 specialists for the procedure being discussed. I was impressed at the amount of preparation that had gone into the call and arguments over data sources and attitudes among well-informed, highly motivated surgeons in almost every case, interrupting their evening rounds or working across what would be a normal dinner hour. Fascinatingly enough, there was quick concurrence on many of these issues, and the only caution that reappeared was the statement that "we want to be judged on a level playing field." We have just completed data enrollment in this project and met our study targets of about 6000 patients having these operations, of which three fourths will have been done by surgeons across the state who are boardcertified and recertified, and one fourth of these operations done by surgeons with experience in the prior 7 years of quality improvement work through QSS. The opportunity to compare those groups is obvious, but what is at least as important is to compare the sources of data. We have, for the QSS surgeons' patients, both the hospital evaluation of performance measures and the surgeon's. Prior verification studies have indicated that with the exception of the tendency to slightly minimize complications, the surgeon's records previously reported to QSS had been precise and accurate.
Why is this small state experience important to a group such as the American Surgical Association? It is an example of a doctor-led effort to define and measure quality that has been recognized by a major national payor-in this case CMS-by asking us to further refine those performance measures that are most likely to be associated with quality care and perhaps to be worthy at some time in the future as a basis for meaningful pay for performance. It has not been easy, and a brief recital of some of our triumphs and disappointments follow:
• Advantages of including the University of Kentucky Chandler Medical Center as an alpha test site for NSQIP in the private arena and other hospitals already participating in the National Nosocomial Infection Survey; • Practicing surgical specialists leading by example; • Confidence in the confidentiality of the data and its analysis; • Quality is much more than the avoidance of error; • Environment of transformational change; • Consolidation of surgeon and hospital performance measures into a homogenous profile of quality; • Enhance the study of close calls, near-misses, and opportunity for praise the heroine, and change M&M to genuine quality improvement emphasis; • Awareness that surgeon and/or system deficiencies can be amplified, and both must improve in parallel; • Feedback to the surgical specialist much slower than we wished; and • Further national validation and the 8th scope of work.
Early on, QSS was sponsored by a major health plan, which is now Anthem-Blue Cross Blue Shield, and has been heavily supported by some hospitals across the state periodically and by a few hospitals continually. I personally was genuinely surprised about some discoveries related to charges and costs. We found any number of practices in surgical services that were extraordinarily expensive and probably not justified. We have described the extraordinary cost associated with disposable laparoscopic instruments and the ability to replace those with well-repaired and well-maintained reusable instruments. 16 We have described the use of some drugs for which the charges are uncommonly expensive, 17 a single dose of which often exceeds the surgeons' net fee for an operation. As a group, we have described high standards for major colorectal resections and a useful collaborative platform for surgeons and anesthesiologists. 18 A small group of surgeons can make a difference in this, and the one thing that very expensive procedures, devices, and drugs cannot withstand is "the light of day." 19 I look eagerly toward the next few months as we begin to examine some of the fundamental hypotheses of SCIP and try to identify and then promulgate the verified correlates of quality performance. Perceptually, there are some issues that are very significant. First of all, the black and white of surgical antibiotic prophylaxis has been clear for more than 35 years, 20, 21 and there are at least 3000 English-language publications that attest to its value. Interestingly enough, fully one third of patients in most studies do not receive their preoperative antibiotic preoperatively, and nearly 40% have the drugs continued for long periods after the operation for no good reason. Our inability to consistently do what we all agree is correct will be a problem that has to be addressed by rethinking and probably redesigning several clinical practices of our profession. When you move into more intellectually and factually contentious areas such as deep venous thrombosis (DVT) and the prevention of pulmo-nary embolism (PE) virtually everything goes out the window. Our surgeons cannot agree consistently on who is a patient at high risk for DVT and PE, and they certainly cannot begin to agree on cost-effective measures to prevent these uncommon but catastrophic complications. The problem with evidence-based medicine is that evidence is often very weak and/or nonapplicable. Although the surgeon may no longer be captain of the ship, he or she is surely a team leader in setting the norm for many of these practices. In many, they are either not effective or outrageously expensive but directly surgeondependent. Interestingly enough, after more than 6 years, QSS did not find a single clinical situation in which safer practices were intrinsically more expensive nor one in which the more expensive practices were associated with better outcome. Perhaps the most meaningful thing about QSS is the fact that its committees have been chaired by working surgical specialists of a wide range of skills, and all of its elected officers have been outside the university framework. The generous gift of our doctors' time and effort in this project has been remarkable, but I was surprised to listen to arguments going well past the dinner hour over which of the more recent editions of John Cameron's Current Surgical Therapy 22 was the more accurate with respect to a given performance measure.
The performance measures chosen to cover a wide range of real and imagined sins are judicious antibiotic prophylaxis and variably necessary DVT prophylaxis. Further issues that are topically important are those related to prevention of aspiration, continuation of cardiac medications such as beta-blockers in patients with cardiovascular disease and/or who have already been receiving them, and the much more precise control of blood sugar, even in nondiabetics. Many of these represent learning curves for surgeons, but in fact are reasonable expectations given the weight of most medical evidence at present. One of the most dramatic early findings of the SCIP project has been the outstanding formal education that more than 80% of patients in Kentucky receive from their doctor in their doctor's office regarding their disease and the operation they are about to have. If the operation is common and frequent, as most of these are, inevitably booklets and/or videos are provided; they are somewhat less well documented in the hospital chart, but the accomplishment is substantial. The opportunity to be sure that those modes of communication are at the appropriate educational level and language, and that they are really used constructively remains to be seen (Tables 5 and 6 ).
SIMPLE ACADEMIC ADDITIONS
An example of simple changes and altered focus within an academic Department of Surgery is the conversion of our locally celebrated mortality and morbidity conference to a Quality Improvement Conference with a strong focus on close calls and/or near-misses. 23 These were shamelessly Annals of Surgery • Volume 242, Number 3, September 2005 Quality, Safety, and Transparency adapted 3 years ago from suggestions that Claude Organ made to me and have been extraordinarily valuable. The opportunity to praise the heroine or hero in some meaningful way when an untoward event has been avoided has become the heart and soul of this activity; the public recognition is more important than blame allocation. We have also complemented those efforts by a detailed discussion of hospital and physician charges for certain regular and ordinary surgical illnesses. To say that has been an awakening on the part of the medical students and house officers is an understatement and obviously has led to a discussion about the substantial differences that exist, vis-a-vis charges, costs, and payments in an enlightening way.
SURGICAL UNDERREPRESENTATION
The short-term futures of our quality and safety efforts are predictable. Surgeons and surgery have been vastly underrepresented in this quality improvement arena, on the ground, in the operating room, in the intensive care unit, but seldom in the academic and/or grant awarding entities. For example, at the 2002 meeting of one large quality improvement organization, there were more than 4000 registrants of which there were only 5 surgeons and only 2 of those had been in the operating room in that same year. One of the purposes of these comments is to draw your attention to the intrinsic value of these efforts and to enlist your support and/or encouragement for that. Progressively, surgeons are espousing hands-on quality improvement 24 and recognizing surgical errors 25 and the influence of institutional and personal volume factors. 26 Interestingly, the American College of Surgeons, I believe, has hidden its light under a bushel for a long while, all the while doing very good work. The College has recently convened a series of conferences focusing on reduction of the risk of surgical errors with the Association for Surgical Education and has produced a superior monograph from its educational department, 27 which is posed to provide some real leadership. Clearly, this should be distributed to every surgical resident in every surgical specialty promptly. 28 Furthermore, quality, safety, and minimization of medical error need to become the vital core competency for all of us, as Job One and in every hospital everyday. It would well behoove the Association, which I will explore in detail later, to begin to allocate some of its resident and junior faculty support toward the field of health services research and the pursuit of appropriate advanced degrees in this area.
I have examined public opinion and provided examples of how surgeons can lead quality improvement. If more surgical specialists must take the lead in this endeavor, then we must, for a moment, consider the effort's short-term cost and long-term rewards. As all of you know, at least as well as I do, health care is a unique marketplace with nothing being what it seems to be. It makes sense, as I mentioned, to examine and choose comparable or better options for shamelessly expensive medications and surgical devices. That works very well until one realizes how much the markup on those same items contribute to the hospital's bottomline and, in some cases, to its CEO's personal annual bonus. As most of you know, one must constantly differentiate between financing under the DRG system and per-diem payor basis. None of this is easy. A simple example is how much can be saved on a routine setup for a laparoscopic cholecystectomy by eliminating some extraordinarily expensive devices. Think how much can be done by the elimination of a popular antiemetic, which in some hospitals is administered to 95% of patients for whom outpatient surgery is planned; this is all the more troublesome when the nearly as good substitute for the $222 drug is an $18 drug. To the same end, and more importantly to all of you, consider how poorly we appreciate the economic role of academic surgeons as drivers of hospital-based profitability and who deserve both a direct and indirect reward for their remarkable contributions to the stability of such enterprises. Let me detail the activities of 4 of our general surgeons, 3 tenured professors, and one aboutto-be-promoted assistant professor before we pursue some simple economics, considering the best spirit of Jim Maloney, 29 and how much this quartet has done academically in the last 24 months. This is not an entire faculty; it is just the effort of 4 conscientious, industrious surgical academics. They each average ordering 2800 laboratory tests per year at our teaching hospitals; they each on the average order 744 imaging tests annually at our teaching hospital or related facility; they each on average spend 608 hours in the operating room per year. I digress to say that 40% of this time is spent between cases. I have said earlier that the American Surgical Association has strong Louisville roots, but Mayo efficiency has never been seen there! These same individual faculty have been the subject of 6 local newspaper, television, and other media exposures for each of the last 2 years. What does this mean and where does it fit? The profitability from these procedures from these 4 surgeons would permit the beneficiary hospital to fund meaningful, quality programs, safety efforts, and aggressive minimization of medical error courses to the tune of $1.85 million per hospital per year. Yes, we can do this, and we can fund this, but we must use this relatively newly found influence carefully, as many of you know in your own institution.
I do want to remind you that retiring presidents have occasionally hamstrung this Association as they leave with some unusual initiatives to save face all around. Let me venture similarly and ask should not our Foundation Fellowship and other awardees be considered for these once distained efforts in health services research and in pursuit of legitimate MPH skills for the surgical leaders of our future? This Association has often stood for the best in the world of surgery, and is it not time to shift our focus in this direction, at least in alternate years?
TRANSPARENCY
The concept "transparency" is a "nothing-to-hide" approach established through an honest and open assessment within an organization to gain trust, collaboration, and a higher level of credibility. It has been a dominant, if feared, theme of American business. Transparency is seen by too many physicians as a threat: it is inevitable. Is it not the greatest opportunity of our lifetime to embrace the principles that Dr. Gross exemplified and that the founders of the College pursued when they began to accredit hospitals? We can no longer hide, conceal, or explain away our poor performances or poor performers.
A telling example of the innate good of surgeons turned up in a clinical review of carotid surgery in Kentucky by J. David Richardson 16 years ago. 30 To summarize at the risk of oversimplification, carotid endarterectomy was well done with the expected indications and outcome such as death and strokes with the exception of 2 surgeons. When gently confronted by a then-younger surgeon, denial was a predictable response. Ultimately, one chose to be retrained in that procedure and the other stopped performing carotid operations, on the whole a desirable outcome with respect to both the public and the professional arenas. Before one can embrace transparency, we must embrace the parallel but diverse effects of both NSQIP and the STS' evaluation of cardiac risks. They embody honest objective assessment of risks and unflinching assessment of critical outcomes. Whether the real answer is trip insurance or worker's compensation scheme, this transparency will ultimately help create a "home court advantage" for surgery and diminish some of our professional liability risks. JCAHO has recently weighed in with a white paper that directly links improved patient safety to a significant alteration in professional and liability matters and particularly recommended demonstration projects to that end.
There is nothing worse than Pollyanna meeting faceto-face with political reality. Our annual banquet speaker will outline in detail the elements of and the price to be paid for a meaningful solution to our component of the national liability or tort reform problem. 31 Let me remind you that that same surgeon closed what was a triumphant final word to his constituency about the changes they had wrought with a reminder that taming of the malpractice dragon sets the stage for increasing transparency, honest reporting, and increased commitment to quality and safety for our patients. In this same vein, it was especially interesting what a probing reporter in The Courier-Journal 32 took away from a riveting presentation by Dr. Charles D. Mabry on surgical quality, ie, medical quality needs to be something more than a purchased endorsement from an "objective national" ("forprofit") evaluator! I believe we should step beyond the threatening mentality of report cards and embrace the inevitable total transparency. If you do not believe this, be reminded that one Internet observer found that in America everyday, healthcare web sites sustain more hits than do all the pornography sites put together. If one mixes this with an unequivocal push toward totally free, immediate, and open access to scientific journals, then there are no foreseeable boundaries to this course of action.
Annals of Surgery • Volume 242, Number 3, September 2005 Quality, Safety, and Transparency I believe we need this transparency to help the odd man (and woman) out, as in out the door. This will measurably improve the rest of us as individuals and as aware members of our faculties, hospital staffs, and society. Some of the intellectual leaders of surgery have already learned the value of administrative datasets when combined with a more detailed analysis for personal institutional experiences with a variety of illnesses. 33 I was privately, but seriously, chastised by a person in this room more than a decade ago for publishing in the American Journal of Surgery the national experience of death and readmission after surgery for cancer of the colon and rectum. 34 I believe then, and I believe now, that such reports begin to set out valid baselines for improvement, which are then confirmed and refined by a detailed analysis of our personal or institutional experiences. The combination of these data sources can be very powerful.
A recent reunion of surgical residents that trained with us at the University of Louisville surprised me with a common informal and then formal recollection about "the boss's admonition is to always keep score." Haven't we always done so? To some degree or another, we have tried to exemplify every untoward result, learn from it, and make the next generation of surgeons better doctors and better people from that exposure. Transparency with honest risk adjustment can become the ultimate expression of patient advocacy. It is not a matter of can or should; it is a matter of must.
DUTY HOURS
Before I close, I want to remind you that many of you think the most wrenching of the duty hours changes are behind us. 35, 36 I do not think so. It has unquestionably been helpful in reattracting the brightest and best medical students to our specialty, and all of your figures reflect our own in which there has been a steady upward increase for each of the last 3 years in good-quality students seeking careers in the surgical specialties. Our aging population promotes a progressive need for general surgeons, but not a need for less well-trained ones. 37 Similarly, let us recall what false information and confidence and unawareness of trends did to anesthesiology in the mid-1990s and is doing to interventional radiology even now. The report by Miller and Lanier in the recent Mayo Clinic Proceedings 38 is a graphic example of predictable responses to misunderstood workforce data. Interventional radiology, which was certifying 331 trainees per year in 1991, now has half of its slots unfilled.
In regard to the duty-hour issue, continuity of care as outlined by the American College of Surgeons more than a decade ago is now suffering in all teaching hospitals. In an era of increasing availability of electronic medical record, our handoffs are atrocious. We simply cannot defend this process. We have traded the fatigued, knowledgeable surgical resident for a refreshed but uninformed one, and personal accountability has flown. I do not believe the answer to that is to have more trainees handing off ever more ineffectively more often. There are seemingly promising technical advances to assist in this process. 39 We sure need them! Continuity of care and handoffs are the issues today in our teaching hospitals. Tomorrow, these learned behaviors will seriously undercut the national standards of surgical care. For many nonresidencies, the hardest day of their life is to be their first one in practice. They may think, and some have said, that their social contract has changed. 40 I do not believe the American public believes or accepts that. It is interesting that in an effort to remove a fatigued resident from the bedside, we now have a refreshed, relaxed, uninformed, and unaccountable individual attending the patient. It would be very interesting to track objective performances on raw scores on Board certification examinations as well as in-training assessment, because I surely do not believe this time off is being used for educational purposes. To some extent, our faculty has picked up the pieces in teaching hospitals, but given the pressures involved, that is only a short-term strategy, and we must find some way to restore and organize the commitment of the past with the work environment of the present. A major unaddressed issue in all surgical specialty residencies is teaching hospital operating rooms that do not run. Serious time and motion studies now show that residents at all levels now spend more time between cases than they do on average in the operating room. This is the kind of waste that could really fund a first-class national surgical quality initiative. It is for your generation, our new chairs and leaders, to restore the work ethic that, in my opinion, has more than anything else made surgery on this continent and in this world queen of arts and the prince of sciences.
CONCLUSION
Your take-away messages are fairly simple. I am appreciative of your recognition, but more importantly, I am more deeply grateful for your personal and professional friendships that have created the core values of my professional life. All of you, in one way or another, have helped us build a good and rewarding training program in surgery at the University of Louisville. Second, quality and safety is a legitimate Job One for the world of surgery. We must embrace and assume leadership in all aspects of this effort, building on the successes of NSQIP, STS, and little initiatives such as ours in Kentucky. This is the place for the future of surgical leadership with maximum leverage and influence:
• Take every opportunity to join studies and trials of quality, safety, and error avoidance; • Send your best young clinicians and/or critical thinkers to your quality improvement committees;
• Push to have sample elective operations become the focal point for your hospitals' safety and quality effort; • Encourage all of your academic trainees to consider some parallel work in health services research and/or pursue advanced degrees in business, public health, and economics; • Ask to have your quality improvement team focus on operating room processes and set the example of how a team leader should function for quality, safety, and transparency; and • Promote meaningful analysis of data such as we have seen through QSS and constantly ask why and how we can improve every measured parameter.
Transparency is inevitable, but more importantly, it can permit us to achieve the goals of the founders of this Association. It will take a decade to push and mold duty hours resistant to change that is genuinely to our patients' benefit. I do not see any easy answer to that. I suspect it is more hard work, blood, sweat, and tears. This Association should remain committed to our unwavering goal of genuine advocacy for our patients. Thank you.
